Introduction: India leads the world with largest number of diabetic subjects earning the dubious distinction of being termed the 'diabetes capital of the world'. Oral manifestations of diabetes mellitus are devastating, these include gingival and periodontal diseases, bone loss, dental caries, alterations in salivary flow and others.
INTRODUCTION
India leads the world with largest number of diabetic subjects earning the dubious distinction of being termed the 'diabetes capital of the world.' According to the Diabetes Atlas (2006), published by the International Diabetes Federation, the number of people with diabetes in India currently around 40.9 million is expected to rise to 69.9 million by 2025 unless urgent preventive steps are taken. 1 The first national study on the prevalence of type 2 diabetes in India was done between 1972 and 1975 by the Indian Council Medical Research (ICMR, New Delhi). 2 Several studies on migrant Indians across the globe have shown that Asian Indians have an increased risk for developing type 2 diabetes and related metabolic abnormalities compared with other ethnic groups. Despite having lower prevalence of obesity as defined by body mass index (BMI), Asian Indians tend to have greater waist circumference and waist to hip ratios thus having a greater degree of central obesity. 3, 4 The dramatic rise in the prevalence of type 2 diabetes could be related to the rapid changes in lifestyle that has occurred during the last 50 years. The intrusion of Western culture into the lives of traditional indigenous communities has also had devastating results in terms of the rise in diabetes and related metabolic disorders. 1, 2, 5 Oral manifestations of diabetes mellitus are devastating which includes gingival and periodontal diseases, dental caries, alterations in salivary flow (xerostomia) and constituents of saliva, oral infection, burning mouth, poor oral wound healing, increase in perapical and periodontal pathologies. [6] [7] [8] The studies have shown that gingival and periodontal diseases are the most common oral complication of diabetes. The patients with poorly controlled diabetes are at greater risk of developing periodontal disease. It starts with gingivitis and then with poor glycemic control it progresses to advanced periodontal disease. 9, 10 It is mentioned in the studies that dry mouth (xerostomia) and salivary hypofunction in patients with diabetes are common, which causes dental caries and tooth deterioration. 6, 11 Oral candidiasis is an opportunistic fungal infection which is JIAOMR commonly associated with diabetes. 10 Other oral manifestations are mucositis, ulcers, desquamation of oral epithelium, lichen planus, burning mouth syndrome and diabetic neuropathy.
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AIMS
• To determine the oral health of type 2 diabetic patients compared with controls using oral indicators.
• To evaluate major symptom of oral cavity in treated and uncontrolled type 2 diabetic patients.
• To establish the profile of socioeconomic and educational levels of patient suffering from type 2 diabetes mellitus and to evaluate the effect of smoking in periodontal disease.
MATERIALS AND METHODS
This is a prospective observational study, originally approved by the ethical committee and it was undertaken in time period of 12 months.
Study Population
The study population comprised of multiethnic groups of patients from Jaipur district. The sample consists of 50 controlled and uncontrolled patients with type 2 diabetes mellitus (study group) and 50 nondiabetic patients (control group) of age range of 35 to 70 years of both sex. The patients were taken from the outpatient department of Oral Medicine and Radiology, Jaipur Dental College and Hospitals, Dhand, community dental camps and government hospital, Jaipur.
Socioeconomic and Demographic Factors
Socioeconomic and demographic factors used in the present study were age, sex, level of education, family income categories and urbanization. Age was classified into four categories: 35 to 44 years, 45 to 54 years, 55 to 64 years and 65+ years old. Levels of literacy were divided into four categories as illiterate, elementary, secondary and university. The family income was divided as poor class, middle class and upper class. Area is categorized as rural and urban.
INTERVIEW
The interview was conducted by a single person using structured questionnaire to gather information on oral health practices and diabetic status. Each patient in diabetic group was asked about the history of diabetes and laboratory analysis reports of blood sugar and their detailed health questionnaire was completed in our predecided format. Subject's habit history including the chewing of betel nut/lime/pan/tobacco/pan masala, smoking or any other were furnished in terms of type, frequency and duration, their habit index was also calculated.
CLINICAL EXAMINATION
In the general examination subject's blood pressure, temperature, height, weight and body mass index were recorded. A comprehensive dental evaluation including a head and neck soft tissue examination was carried out. Intraorally gingiva, buccal mucosa, vestibular and alveolar mucosa, tongue, floor of the mouth, hard and soft palate and frenum attachment were examined carefully. The flow and consistency of saliva was checked. In the hard tissue examination, dentition was assessed keeping following points in mind: Dental caries, attrition, abrasion, erosion, root stumps, fracture, mobility, furcation involvement, discoloration, pulp exposure, tender on percussion, restored teeth and any crown or bridge.
The oral indicators used in the study were orthopantomogram (OPG), fasting blood glucose (FBS) and postprandial (PP) glucose, random blood sugar (RBS), decayedmissing-filled teeth (DMFT) index, periodontal index (PI), oral hygiene index-simplified (OHI-S), gingival index (GI), body mass index (BMI) and waist circumference (WC).
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Armamentarium Required for Clinical Examination
Armamentarium used in the study were kidney tray, mouth mirror, straight probe, explorer, tweezers, disposable mask, gloves and head caps, cotton swab, BP instrument, measuring tape weighing machine, X-ray view box, patient drape, kit for blood glucose estimation, etc.
Statistical Considerations
The statistical tests used in the study for analysis of the result were Z-test, Student's t-test, Pearson's correlation and Chi-square test.
RESULTS
The results show the comparison of various parameters of diabetic and nondiabetic groups. In diabetic group mean age, smoking habit score, BMI, waist circumference, DMFT, PI, GI score, OHI-S score and bone loss were higher than nondiabetic patient group. But statistically body mass index, waist circumference, periodontal disease score, gingival index score and bone loss were higher in diabetic group and significant (Table 1) . When comparing various parameters of diabetic patients of controlled and uncontrolled blood sugar, diabetic uncontrolled group has higher OHI-S score, GI score, PI score, bone loss and DMFT than diabetic controlled group, but statistically OHI-S score is only significant (Table 2) .
When comparing various parameters of diabetic population of duration of diabetes < 10 years and > 10 years, diabetic group > 10 years duration has higher OHI-S score, GI score, PI score, bone loss and DMFT. But statistically, OHI-S score, PI score and DMFT of diabetic patients with duration > 10 years have significant higher than diabetic group < 10 years (Table 3) . When comparing various parameters of diabetic and nondiabetic groups according to their socioeconomic status, there is no statistical significant difference is seen in patients of poor socioeconomic status, but there is statistical significance is observed in scores of OHI-S and GI of patients with middle socioeconomic status and PI score significant in patients with upper class (Tables 4 and 5 ).
The results show that diabetic smokers have higher OHI-S, GI, PI scores, bone loss and DMFT score than nonsmokers diabetic. But statistically, only periodontal index score of smokers compared with nonsmokers is significant (Table 6) . When comparing various parameters of diabetic and nondiabetic population according to their educational status, statistical significance is observed in scores of OHI-S and DMFT, highly significant score of GI, PI and bone loss of educational status of secondary and above, with no statistical significant difference in patients of illiterate and elementary groups (Table 7) .
DISCUSSION
The role of oral medicine specialist in recognition of oral manifestation of diabetes mellitus is established firmly in first world countries. Diabetic patients suffer many oral manifestations among which gingival and periodontal diseases are main. These problems aggravate with poor oral hygiene and lack of dental awareness, these problems are now reducing in big cities because of increased levels of education and proper management of diabetes, but in rural areas the problem is increased.
In the present study, when we look on severity of scores of periodontal index, gingival index, oral hygiene indexsimplified and bone loss score in OPG and there in no significant difference in their severity, but overall they are significant. There is significant difference in their body mass index and waist circumference in diabetic compared to nondiabetic. 
JIAOMR
The results of the present investigation revealed that the diabetic patients exhibited significantly higher levels of gingivitis, periodontitis and bone loss than the nondiabetic patients. The above findings are in agreement with the following studies. 8, [17] [18] [19] Some studies say that there is no significant difference in periodontal disease among diabetic and nondiabetic patients. 20, 21 Our present study shows that there is no significant difference in number of carious lesions and poor oral hygiene among diabetic and nondiabetic patients and it was agreed by one study. 18 But one study 22 do not agree with our results, in their study, they found that root caries and periodontal disease are more in diabetic than nondiabetic patients. Apart from diabetic and nondiabetic, patients with long duration of diabetes (> 10 years) have significantly higher OHI-S score, dental caries and periodontal destruction compared with shorter duration (< 10 years) and it was also agreed by a study. 23 Logically, it seems that duration will play a role in the increasing magnitude of periodontal disease, we may need to look at their studies in further detail to assess whether the control group selected had higher levels of periodontal diseases and this may explain the apparent contradiction.
The result of our study shows that diabetic smokers have increased periodontitis than diabetic nonsmoker, the following studies [24] [25] [26] agree with our results and reported that smoking increases the severity of periodontal diseases in diabetic patients. The present study shows that in uncontrolled diabetic and controlled diabetic patients there is no significant difference in gingival and periodontal disease and bone loss but have a poor oral hygiene. There is one study 24 agrees with our results that glycemic control is not correlated with periodontal status in diabetic patients. There are some studies 25, 26 seem to contradict the current finding reported that severity of gingival bleeding and periodontal disease was more in individuals with poorly controlled type 2 diabetes. When we look population on area-wise distribution, there is statistical significance is observed in scores of OHI-S, GI, PI, bone loss and DMFT in population of urban area with no significance in rural areas when diabetics and nondiabetic are compared.
Our study indicates that there is statistical significance is observed in scores of OHI-S and GI scores of middle class and PI score of upper class when socioeconomic status is compared in diabetics and nondiabetic population, with no statistical significance in patients with poor socioeconomic. This may be due to difference in geographical area and selection of patients in our study from other studies and also people with lower middle and upper class have diet of high fat containing, junk food and also decreased physical activity compared with people of poor class. Our study indicates that statistical significance is observed in scores of OHI-S and DMFT and highly significant GI, PI and bone loss in population those educational status are secondary and above. The reason for statistical difference in our study from other studies is same as mentioned for socioeconomic status.
CONCLUSION
Oral medicine specialists can play a key role in educating diabetic patients regarding maintaining their oral hygiene and the potential risk of periodontal disease. This objective is achieved by adequate plaque control (brushing and flossing) and professional prophylaxis including coronal scaling, root planning and polishing.
